RETROPUBIC prostatectomy, albeit a British product, is, I believe, the most universally applicable operation yet devised to eliminate the evils of the obstructing prostate. It has its faults, no doubt. What operation in the whole realm of surgery has not? After an experience now of some 85 cases, I am more than ever convinced that it gives me better results than any other I have tried. for everv type of case, excluding the fibroses, where, I believe, endoscopic resection reigns suprelme.
early operation. The present state of affairs is a vicious circle.
In assessing the results of anv operation one has to consider mortality, the postoperative course not only from the surgeon's view-point, but also the patient's-and finally the long-term result.
Mortalily. As far as I know no one in this country has yet published his mortality figures for the Harris operation over an extendced series of cases. Through the courtesy of the Staff of St. Peter's Hospital, where most accurate records are kept, I am at liberty to state that the mortality rate for the modified Harris operation during the vears 1938-39 was rather more than lO"b,. Thes-e would appear to compare unfavourably with Harris's Australian figutres, but there seems to be little doubt that the cases met with here are poorer surgical material than those in the Dominion, and I have it from other Australian surgeons that they cannot approximate toI Harris's published results. Mortality figures depend so muLch on the surgeon's selection of cases. In the two-stage Freyer techniquic considerably more die from the preliminary cystostomv than from the subsequent prostatectomy. Cystostomy, simple operation though it be, carries a-very appreciable mortalitv, figures ranging from 4 to 20% if considered over a large enough series to be statistically significant. Again to quote St. Peter's Hospital figures, out of 53 cystostomies, carried out in cases of prostatic obstruction during the years 1938-39, 10 died-a mortality rate of 19%. The second-stage procedure averages out with a mortalitv rate of 4% in the best hands. It must also be reckoned that a number are left to lead a miserable existence wearing a suprapubic tube, deemed unfit to stand APRIL-UROL. 1 the rigours of a pro-statectomy. The mortality rate of the two-stage Freyer technique is about 8%. In the transurethral techniques, when competence has been acquired (and this is a lengthy process) the immediate mortality should be lower. Post-operative course.-The possible complications of the Freyer technique are weU known. This 45-year-old operation fulfils few of the canons of modern surgical technique. The post-operative course is very uncomfortable, and by no means short.
The post-operative course of the Harris case is in general much easier than that of the Freyer, provided that the haemorrhage has been-controlled on the table, and that frequent disturbing wash-outs are not required to maintain v free catheter drainage. The same remarks apply to tthe resection case. I learn that it is common in the clinics of those utilizing the cold punch iechnique for the unfortunate patient to be disturbed every few minutes for bladder lavage. My own practice when employing the Harris technique was to use a suprapubic catheter for two to four days with continuous irrigation. In resections I use the loop technique in preference to the punch, control the bleeding reasonably well on the table, and then rely on a No. 24F gum-elastic catheter for forty-eight hours to take care of the post-operative oozing. Again bladder lavage is the exception. The postoperative course of the retropubic case is incomparably easier than any of the other open operations.
Late results.-The end-results of the Freyer are on the whole excellent, but shelf formation does occur in a proportion of cases. Even the excision or punching out of the posterior lip of the bladder neck does niot guard against this.
The Harris operation carries its own particular late complications. I have already mentioned in a communication to this Section the truly dreadful post-operative obstruction one meets with occasiona4ly after Harris suturing in which the whole prostatic urethra is strictured. There is also a quota of meatal and other urethral strictures when a relatively large catheter has been employed for terr to fourteend-ays. Another complication, seldom mentioned, which I find occurs not only in my own cases but in those of other surgeons, is a degree of incontinence lasting for a variable number of weeks. These usually clear up, but I have had to deal with two cases of persistent incontinence from other clinics.
Of the late results of the transurethral resections I must speak at greater length. These operations, loop or punch, have proved of inestimable value in dealing with many types of prostatic obstruction, especially the fibroses. They appeal to the public in that no external cutting is involved, and the hospital stay is short. I can claim, I think, a wider experience of these operations than anyone in this country. I have long been an ardent advocate of their use in the lesser obstructions, the poor risk case, &c., but with a full realization thft they had their limitations, or rather should have. The transurethral resection cannot be a complete adenectomy despite claims to the contrary. The bogies of recurrent obstruction and persistent infection are ever present. I have a number of patients now resected more than ten vears ago, who have had no further trouble, but other cases have not been so fortunate. I have always admitted this, but felt that in many cases the alternative was unduly hazardous, and that it was better to be alive with the risk of recurrent obstruction than dead, cured. To my mind, the greatest bugbear of resection is the risk of subsequent urethral stricture. Early in my urological career I learned that it was unsafe to pass an unduly large instrument along the male urethra.
The commonly used Thompson Phunch, euphemistically calibrated 30F, is doing irreparable damage. I have recently had 3 members of one London club, resected in the samne clinic, all with the most appallingly strictured urethrxe. Two of them, by the way, had two resections at approximately three months' interval, indicating that the complete prostatectomy claimed bv the ardent advocates is evidentlv not so complete. All these men face the picture of monthly bougies for the rest of their lives. One has also recurrent prostatic obstruction. These represent therapeutic disasters. I personally never exceed a No. 28F instrument, and in a number of cases even this cannot be safely passed, a perineal urethrostomy being necessary. Reed Nesbit, one of America's leading resectionists, is, I understand, now employing a urethrostomv in 25% of his cases.
Of the sequelt of the perineal operation I shall not say mtuch. It has never had a great following in this country, and even in America its advocates are dwindling. You all know the ghastly messes which canl occur e-ven in the best hands. I have recently had a pitiful letter from a patient who was subjected to a perincal prostatectomy at the age of 37. Now, fourteen moniths later, he is still in hospital wvith a leaking suprapubic fistula, a colostomv, a urethrorectal fistula, and a perineal sinus. There appears to be a slight tendency to return to the perineal route in some quarters quite recently, no doubt due to a dissatisfaction with the accepted suprapubic procedures, and a glib acceptance of certain published figures which scarcely convey the whole truth.
That the enucleation of a simple tuLmour should entail such hazardous adventures appeared to me to be a blot on modern surgical achievement. I for one had a sense of frustration; I sought elsewhere. The subpubic operation mentioned bv Uteau and Leroy proved impracticable. Noting the excellent exposure of the prostate during the operation of cystectomy, I turned to the retropuLbic approach. From the very first I have beenl pleased with this. It is virtually a perineal tvpe of prostatectomv performed well away from the rectum and compressor urethric the twin bogies of the inferior approach. Moreover, the nerves and arteries, of chief moment are situated posteriorly, the anterior aspect of the prostate being accessible without damaging strulctures other than veins. Anteriorly also the urethra is closest to the surface of the gland, and the ejaculatory ducts are less liable to damage than in the perineal operation. It does not seem to be sufficiently appreciated that the level of the internal meatus is approximately the upper limit of the pubis in the vertical position, anid is even higher when there is marked prostatic enlargement and elongation of the prostatic urethra. The retropubic exposure is thus not via a dark, deep, and dangerous hole, as has been suggested by some. The normal anatomy of the approach presents no structures of importance which need be sacrificed. Venous bleeding during the sectioning of the prostatic capsule can be troublesome if adequLate care is not taken to deal with these veins, either by ligature or appropriate clamp before division. With the technique I use to-dav this bleeding is usually negligible. Three arterial anomalies may be met with, and should be known. I am indebted to my assistant, Mlr. Ashton Miller. F.R.C.S., for researches into this subject.
(a) Accessory puidenidal artery. This is a sizable vessel whicb may be met with on the lateral surface of the prostate. According to Buchanan it is onlv present occasionally, and arises from the intrapelvic portion of the internal pudendal, or from the inferior vesical artery. It passes forward along the lateral aspect of the bladder and prostate to the triangular ligament, which it pierces, branching into deep ant dorsal arteries of the penis, and, rarely. the artery of the bulb. (b) The dorsal artery of the penis occasionally arises from the obtuLrator arterv close to the entrance of the obturator canal, whence it passes over the posterior aspect of the pubis to reach and pierce the triangular ligament.
These vessels might be injLired either d:iring the initial sectioning of the prostatic capsule, or later during the suLturing process.
(c) Aberrant obturator artery. This is a better-known anomaly, occurring, according to Gray, in 28 'c, of subjects. It replaces the normal arterv, and arises from the deep epigastric of the same side near its origin, passing behind the lacunar ligament, and downwards to the obtuLrator canal. It does not itself lie close to the scene of operation, but the vesical branch normally arising from the obturator artery in the pelvis may spring from this anomalous vessel, and pass via the ptlibo-prostatic ligament and antero-lateral aspect of the prostate to the bladder. Now as to the so-called internal sphincter. The classical transvesical procedurc entails the divulsion of this structure first with the finger, and later during the delivery of the lateral lobes into the bladder. It is wvell known that stretching anv sphincter entails shock.
Moreover, post-operative urethrograms show that in a large proportion of cases the bladder neck remains patulouLsi, and the patient is entirelv dependent on the compressQr urethre for continence. Some go a stage furthe-, and fearing a shelf formation due to fibrosis following sepsis, excise or ptunch ouLt a wedge of trigone, a completely tinphysiological Proceedings of the Royal Society of Medictne procedure. Some Harris advocates, on the otlher hand, actually attempt to narrow the bladder outlet, and draw down the trigone into the prostatic bed, so bringing the ureteric orifices almost on to the bladder neck, as seen at subsequent cysto-urethroscopy. In one operation the bladder neck is deliberately enlarged, in the other it is equally deliberately narrowed. Why not leave it alone? rhis is what one does in the retropubic operation. I must qualify this statement, as when after enucleation of the adenoma one finds the bladder neck sclerotic on palpation, a wedge excision of the neck should be made.
I have repeatedlv shown bv means of a finger in the bladder where the retropubic procedure has been carried out after a preliminary cystostomy, that the bladder neck is relatively little disturbed even where a large middle lobe, or other intravesical projection, has been removed from below. This is confirmed durijng one-stage operations, when it is noted that after enucleation there is no escape of urine through the sphincter, yet the stretching of the structture to allowv the catheter to pass leads to an escape.
One other point, perhaps of minor importance, is the sexual aspect. It is well known that after the classical prostatectomy, when pQtency is retaified, there is little or no external flow of seminal fluid on ejacuLlation, apparently owing to lack of competence of the internal sphincter. I have records of two of my retropubic prostatectomies who do ejaculate a reasonable external discharge. In the past I have had several patients who have expressed extreme displeasure at the phenomena observed after a Freyer prostatectomy.
'ro sum tip these considerations, it wouild appear that the retropubic operation is anatomically the logical one, and that best calculated to removethe obstruction completely, with the least damage to important structures.
Let us consider now the practical aspect, taking in turn the pre-operative care, the actual operative technique, and the after-care. WVe shall later review results, comparing those obtained by other methods.
In considering pre-operative care I am not unmindful that there is no unanimity as to handling of the various types of case met with. I shall give briefly my own practice:
(a) Case with marked prostatic svmptoms, utiinfected urine, no great clinical residtium as evidenced by palpation or percussien, and an enlarged gland on rectal examination:
In most of these cases I do not trouble my pathologist with extensive renal function tests, but rely on clinical assessment, blood-urea estimation, and, when possible, intravenous urograpby. If operation is decided upon, renal function being good and other demonstrable pathology being absent, no urethral instrumentation is employed until the patient is on the operating table, when cysto-urethroscopy is carried out. Decision is then made as to whether resection or prostatectomv is the order of the day, and the appropriate measures performed there and then.
(b) Case of acute retention: Where condition is good and early operation is indicated, Guprapubic tapping is sometimes employed for a day or two. In most cases a urethral catheter is used, always combined with sulpha drtug therapy and forced fluids. Where urinary excretion, renal ftinction tests, or cardiovascular system are inadequate, the decision is made as to whether to continue with urethral catheter drainage, or to carry out a high cystostomy. In most cases met with in this series catheter drainage has been adequate.
(c) Chronic retention: Here the choice will again lie between uirethral catheter and cystostomy. I personally usually rely initially on slow decompression via a catheter for the first twelve to twenty-four hours; later spigoting the catheter and releasing it twohourly. This I regard as more physiological than keeping the bladder constantly empty. Unless the catheter is not tolerated, I rely on this for seven to ten days, and if the renal function is then not reasonably good. perform a cystostomy. I find, as did Harris, that it is only the exceptional case which does not respond to catheter drainage, but I do not hesitate to carry out cystostomy where indicated.
(d) Cases of gross urinary infection and very poor renal function will almost invariably call for cystostomy: Where the function tests are reasonable, sulphonamides and the urethral catheter will often work wonders with sepsis, and render a one-stage retropubic prostatectomy a safe procedure.
These brief rules are, of cotirse, onlv approximate, as there are always the exceptions. Associated utrological pathology.-I shall only mention those pathological factors which seem to me to have most bearing on the choice of operation to be advised for the enlarged prostate.
(a) Vesical calctuluts.-Where the stone is a large one associated with much urinary infection, then it should be removed suprapubically and the bladder drained, as I have already mentioned tinder the heading of gross tsosepsis, tintil the condition, general and local, warrants a prostatectomy. This may be performed either bv the classical Frever technique, or, as I prefer, by the retropubic route. In the rare case in which a large stone is found associated with little infection, this may be removed at the time of the retropubic operation, the anterior wall of the bladder being deliberately incised, and subsequently closed in two layers. Where the calculus is smaller, it can be removed by introducing appropriate forceps through the internal sphincter after the enucleation of the prostate. Where the calculus is found in the presence of bladder-neck sclerosis. litholapaxy is carried out at the same time as the endoscopic resection.
(b) Vesical diverticulum-ii.-Where a pouch of significant size is associated with prostatic enlargement warranting operation, it has beeni usually held that the removal of the diverticuLlum should be carried out as a primary measure, and that after an appropriate period of sulprapubic bladder drainage, the prostate dealt witlh. If a classical transvesical prostatectomy is performed in the presence of a diverticulum there is very great likelihood of a failure of the fistula to close, and the removal of a diverticulum after a previous prostatectomy, where there is a persistent fisttula, is a procedure taxing the skill of the most expert. I see no reason why a retropubic prostatectomy carried out in the presence of a diverticulumn shoulld not be completely successful. There is noi bladder fistula to be persistent, and the minimal amount of bladder infection compared with that in a Freyer would be unlikely to be of serious moment. I have quite recently had the opportunity of performing a retropubic prostatectomy in the presence of a diverticulum, but the case is too recent to report. I do not advocate leaving all such diverticula alone, but there are certainlv some of these pouches buLrrowing deep down under the bladder base whose removal is singularly difficult, and which [ feel would -be better left alone, merely carrying ouLt a retropubic enucleation of the obstructing gland. The Mayo Clinic workers claim that it is seldom necessarv to operate upon vesical diverticuLla where the removal of the bladder-neck obstruction is effected via the transurethral route. This is a view which has not-been universally accepted, but I feel that cases will certainly arise from time to time wvhere the SuLirgeon would feel happier to leave the pouch uindistUrbed provided he cani secuLre a satisfactorv prostatectomv.
(c) Papillary tunmours. Each case exhibiting the combination of prostatic obstruLction and a papillary growth must be judged on its merits. In general, where the tumour is likely to respond to cystoscopic diathermy, this treatment should be carried out first, usinig a large electrode through an operating cvstoscope. Where it appears necessary to open the bladder to deal with the growth, this should be done as a preliminary measure, and later the gland removed retropubically. Where total cystectomy appears indicated, the problem does not arise. (d) Calczulouts prostatitis.-The calculous prostate causing marked obstruction, especially when associated with gross infection and impaired renal function, has always been a problem to accepted methods. A one-stage operation is unduly hazardous, and the classical removal as a secondarv procedure is not easv. A two-stage retropubic prostatectomy wvould seem to be the answer to the problem. Axtlz.e.sia.-Almost any preferred form of anesthesia mav be employed. My preference is for pentothal induction, followed by gas-oxygen or cyclopropane, suLpplemented by pentothal as required, but never exceeding 1 gramme of the barbiturate. In poor risk cases I utilize an abdominal block, subcapsular infiltration of the prostate, and a very brief cyclopropane or pentothal anxsthesia during the enucleation. A good alternative is caudal plus albdominal block. I dislike spinal analgesia because of its not infrequent unpleasant sequelae.
Techniiqute. I have already described fully the steps of the operation,l and in the light of subsequent experience have not materially altered the technique. No doubt it can be improved. For the preliminary endoscopic inspection I know no instrument superior to my wide angle vision cvsto-urethroscope. It enables us to make a rapid inspection of the bladder for associated pathology, and then assess the intravesical and intra-urethral configtiration of the obstruction. Continuous irrigation is, of course, employed. The bladder is emptied, and the endoscope withdrawn. Whilst the operator is changing his gown and gloves the assistant prepares the field, and towels uip the patient.
Only a short mid-line incision is necessary. The transverse incision which I, like manv others, prefer in the Harris operation, has no advantage here. In most of mv earlv cases I emploved a standard Harris tvpe of self-retaining retractor. A modification with a movable upper blade is useful. The Harris frame, although apparently cumbersome, has many advantages; it does not tilt, and there are few structures on which catgut, &c., will catch. Mv modification of the Legueu retractor has the merit of being more rapidly 'Lancet, 1945 (ii) , 693.
introduced and removed; it is frequentlv possible to enucleate the adenoma without removing the retractor, and the flexible upper blade can be depressed by digital pressure. After exposing the gland I pack 18 in. of 6-in. gauze roll into each lateral recess, i.e.
between the lateral aspect of the prostate and the levatores ani. 10 c.c. of 1 % procaine, to which 3 minims of adrenaline 1 /1000 have been added, are nowv injected into the gland subcapsuilarlv. This opens uip a plane of cleavage, and, I think, helps to minimize bleeding. The three underriinninig sutures to control the veins are now placed, the ends of the suttures left long, and held with hcemostats. I then make a very short vertical nick through the fascia and true capsule, and insert special L-shaped capsule forceps, one on each side, to clamp anv veins not controlled by the stay sutures. A transverse incision is then made, either with a scalpel or the diathermy knife, proximal to the clamps. A T-shaped clamp is then applied to the edge of the proximal flap, controlling the small arterv which is usually severed in the mid-line. Three stav sutures are now applied to the proximal flap, one in the mid-line and one at each extremity. The clamps are removed, and any individual veins still bleeding seized with haemostats and coagulated.
The false capsule is then opened with a deep inverted V incision. This is stripped back off the adenoma, which is also cleared distally and laterally with Devine's chisel-pointed scissors curved on the flat. The urethra is deliberately cut across distal to the lateral lobes, and the latter then enucleated with the right index finger from below upwards. A second finger at this stage of turning the lobes upwards is often useful. It is verv rarely necessarv to utilize a finger in the rectum. Mechanicallv the enucleation is far sounder than in the transvesical techniques in that the finger is wvorking at right angles to the urethra, and not in the long axis of a cone. There is no danger of avulsing a strip of membranous urethra. When the lobes have been freed distally and laterally thev are delivered into the wound, and held either with the fingers of the left hand or by means of Duval's forceps. The trigone is sponged off the adenomatous mass posteriorlv. and the bladder neck off it anteriorly, leaving it free except for a cone of mnicosa. This latter is then deliberately cut across distal to the bladder neck. A small pack is now placed in the prostatic cavity, whilst the edges of the false capsule are picked up with Kocher, Allis, or other appropriate forceps. The pack is removed, and whilst the special model sucker nozzle is applied to the prostatic cavitv, bleeding vessels are visualized and caught with hoemostats. These are then touched w^ith the diathermy needle. The bladder neck is palpated, and, if sclerotic, a wedge resection is made. A suitable-sized Harris catheter is then passed along the urethra; it is seen entering the prostatic bed. Whilst the assistant opens the internal meatus with the spreader, the catheter is guided into the bladder either wvith forceps, or with a stilet. The false capsule is then closed with a running suture, utilizing the boomeranig needle. Bleeding should nowt have ceased. The stay sutures are now tied together, mid-line to mid-line, right to right, and left to left, after the upper blade of the retractor has been loosened or removed. The retropubic space is dtisted with sulphanilamide powder, and the wound closed routinely with a small corrugated drain down to the suture line. Where the venous ooze has not been adequatelv controlled, a cigarette drain of gauze is preferred to the rubber drain. (I have had recourse to this three times.) After bilateral vasectomy, the catheter is svringed out with flavine 1/6000, the eyes being suitably adjusted so as to be jtist within the bladder. The catheter is fixed with silkworm gut sutures to the penis.
The whole operation need not exceed half an hour, and is frequently completed in under twentv minutes. 4 oz. of 3 80,(, sodium citrate solution is left in the bladder, and the catheter spigoted. One hour after the patient returns to bed the spigot is released to verifv that the catheter is draining, which being so, it is again spigoted. One hour later the spigot is removed, and the catheter connected via sterile tubing to a Winchester at the side of the bed. Aperients are administered on the second eNening, and on the third day the patient is allowed up to use the commode. From the fourth day onwards he gets uIp to sit in the chair. During the day the catheter is spigoted, and released twohourly. I repeat that I regard this intermittent filling of the bladder as more physiological than keeping the viscus constantly empty. Only in 1 case in 8 is post-operative syringing of the catheter necessary. The drain is shortened on the second day, and removed, in general, on the third day. The catheter is remnoved on the fourth or fifth dav, unless the procedure has been carried out after a preliminary cvstostomy, in which case it is left in ten days. Some suprapubic leakage will occur in a small proportion of cases. It is neglected for twentv-four hours, and, if necessarv, a small catheter is replaced until the wound is sound and dry. Where a chronic retention has been present before operation the atonicity of the bladder may lead to a retention; if it does not respond to a parasvmpathetic stimulant further catheter drainage may be necessary. Twice I have seen a retention follow the removal of the catheter due to spasm in nervous patients: a hypodermic of morphia wvill relieve this. A sulpha drug is administered routinely for forty-eight houirs before operation, and for five davs subsequently, uinless contra-inidicated.
The minimal amount of post-operative infection of the urine is notevorthv, and the rapidity with which the turine becomes clear is in marked contrast with that found after the Frever technique. All patients report two to three weeks after dismissal from hospital, and it is quite exceptional not to find clear, or only faintly hazy, urine on this visit. Instrumentation is employcd onlv wvhere the uirinary stream does not appear adequate.
I have employed both thrombin topical and fibrin foam in the prostatic cavity, but cannot claim that they proved any help, nor indeed are they necessary.
Post-operative Comiplicationls
These have been in the main singuLlarly infrequent The comments of the nursingt staff, who have also to deal with prostatectomies handled bv the older methods are flattering, and mirror my own vievs. It is onlv the exceptional case which requiirei time-consuming bladder wash-outs; even bedpans are unnecessary.
Reactioniary hxinorrhage.-I have as yet met with no case wvhere anything more than a bladder lavage has been necessarv.
Seconidary hxnzorrhage. This I have had fouir times. All responded to lavage through a catheter, though in one case a fatal pyelonephritis followed. Stupraptubic cvstotomy for such a complication has in no instance been necessary.
Pyelonephritis. 2 cases have been met wvith. In one the patient had just recovered from an attack of pyelonephritis associated with retention due to a very large gland. Prolonged catheter drainage had been employed elsewhere. The patient, a doctor, was verv averse to a cystostomy which I recommended, and against my better judgment I performed a one-stage retropubic prostatectomy. The immediate post-operative course was completelv uLneventfll. The catheter was removed on the sixth day, and easy voiding folloved. On the tenth day pyrexia set in, which failed to respond to sulphanilamides, penicillin, &c., and he stuccumbed to a recuirrence of his pyeloniephritis. He was 76, and an admittedlv poor risk. In the other case I have no CxcuLse to offer. He wvas an apparently fit man of 55. The enucleation xvas not easy, as a subtrigonal nodule had to be dissected from the bed, in addition to large lateral lobes. Secondarv htimorrhage occurred on the sixth day, as mentioned earlier, which responded to bladder lavage, but a pyelonephritis developed later, and he suLccumbed on the eighteenth post-operative day.
Post-operative utrinary leakage. This will occuLr in a small number of cases. I feel that, provided the closure of the cavity has been satisfactorv, this is dule to too early absorption of the catgut. In one case this was clearly demonstrated. The catheter slipped out twenty-four hours after operation, and the house surgeon was unable to attend to the patient for some three hours. During this time urine was voided easily twice, and without leakage. The catheter was replaced, but on its remo-al on the sixth day, urine escaped from the woound. I now emplov No. 1 chromicized catgut for the capstular repair. Every effort must be'mAde to secure a watertight closure of the prostatic cavity; it makes for easy post-operative course, and early dismissal.
Post-operative strictutre. It is obviouisly too early to comment on this. In 3 cases seen at the first check-up after dismissal the urinary stream was not full, and steels were passed. In all there was some gripping at the bladder neck. A timely dilatation at this stage of soft infiltration will save trouble later.
Puilmoniary enmboluts.-I have as yet met with no case I attribulte this largelv to the short period of confinement to bed. Post-operative fistutla. Despite the armchair fears of some on this score, this has not occurred, nor do I see whN it should.
Incontinence.-No case of evcn temporarv incontinence, partial or complete, has been met with. The preservation of both sphincters should render such a possibility very remote.
Clot retenitioui.-I am informed that the armchair detractors of the retropubic procedure hold this as a dread and likelv complication. Let rue answver them here an(d now that I have not met it in a form not easily handled through the catheter. I admit that it remains a real possibility, as after any prostatic operation vet described. Should this occur, and the bladder be alreadv opened, the situation is more easilv taken care of, but dealing xvith such an occuLrrence after a retropubic operationi should not be otutside dlb d% the scope of any surgeon embarking on this form of surgery. Few clot retentions fail to respond to the aspiration technique, provided a suitable catheter and syringe are to hand. If this should fail, it would only be necessary to remove the uppermost two sutures in skin and aponeurosis, plunge a knife into thc bladd'er, evacuate the clots with a sponge forceps, and leave in a suitable drainage tube. This procedure could be performed without even removing the patient from his bed. If the situation should arise after the wound is healed, anoesthcsia might be required to reopen the uppermost part of the wound. I repeat I have not experienced it in over 80 cases.
Mortality.-Amongst these 85 cases I have had 4 deaths 2 from pyelonephritis already mentioned, and 2 from cardiac failure v, ithin forty-eight hours of operation. In 2 of these 4, I operated against my better judgment, each refusing a preliminary cystostomy. Representing as this does a continuouts series, and an initial one at that, I am confident that even better figures will be forthcoming. The first death incidentally was in the thirty-first case. This is admittedly too small a number from which to quote mortality rate. For what it is worth, it represents under 5%.
Operative Difficulties
Aniatonmical anzomalies.-These have already been described, and could conceivably prove troublesome if the operator were not aware of their presence, and on the look-out. I have met with only one abnormal artery-a deep penile branch from the obturator. It was clearly seen when the prostate was exposed, and was doubly clamped, cut, and diathermized.
In one case, a very large irreducible scrotal hernia made exposure of the prostate on that side none too easy, but the enucleation of a 127 gramme gland was effected successfully.
In another case, the removal of a very adherent fibro-adenomatous gland, associated with a thin-walled bladder, led to a tearing of the anterior fibres of the sphincter. These were sutured.
Seconzd-stage prostatectomizy. I have found no particular difficulty in carrying this out, and I regard it as preferable to a Freyer enucleation where a previous cystostomy has been performed, even in cases wvhere the fistula has been established adjacent to the pubis. Where the opening is low, I make a transverse incision, partially dividing the tendons of the recti; otherwise, a vertical mid-line incision downwards from the fistula. The adherence is merely at the muscle level, and the retropubic space opens up readily to expose the prostate. The enucleation and suturing of the capshle are routine. The bladder fistula is then closed. No extensive dissection of the track is necessary. The mucous membrane is freed and inverted with a pursestring. The aponeurosis is approximated superficially, and the skin closed. The whole procedure need not take more than thirty minutes. Mv reason for performing a retropubic prostatectomy as a secondary procedure in preference to the more expeditiously carried out Freyer enucleation is that I believe it is more benign-there is less shock, less post-operative bleeding, less postoperative discomfort, less risk of persistent fistula, and a more speedy dismissal fromn hospital. I believe that the extra ten to fifteen minutes on the operating table are well spent.
Finally, let us compare the retropubic operation with other accepted techniques.
(a) Techniically the operation is far easier to master than either the perineal or transurethral. It is no more difficult than the Harris, and though admittedly not an operation for the occasional prostatectomist, as is the Freyer, should be well within the scope of the trained general surgeon.
(b) Mortality. Preliminary experiences indicate that the risk should be less in this operation than in any other, excluding perhaps the transurethral. The demerits of the latter in the grosser hypertrophies have already been indicated.
(c) Post-operative coturse. This appears tor'be Vasier for both fyatient and surgeon than in any rival procedure. Indeed, one of the most striking features of the operation is the almost complete'freedom from pain. The spasms common in the Freyer operation are not seen. (e) Long-term resuilt.-It is too early to comment on this, but I see no reason to believe that the results should be inferior to those obtained by any transvesical approach. They are without doubt better than those obtained perineally, and by virtue of the completeness of the operation, should certainly transcend the transurethral. In conclusion, I commend with every confidence this operation as a sound rational procedure, the practical results of which bear out the obvious theoretical advantages. It may be carried out either as a one-stage procedure, or after preliminary cystostomy, and in my view it is the procedure of choice in every case affording a reasonable operative risk, excluding the fibroses, where endoscopic resection holds the field.
Many of you have, I know, perfornmed the operation, and I look forward to hearing of your experiences, and, no less, the criticisms of others still faithful to the older methods.
The President: In opening this discussion my chief duty, and a very pleasant one, is to say how privileged I feel to be here to-night and how grateful we are to Mr. Millin for his admirable review of prostatectomy up to date and lucid description of this new addition.
In prostatic hypertrophy the genital pedestal swells and strangulates the urethral exit beneath the, urinary chamber. Mr. Millin makes a direct attack on the obstacle and saves adding surgi,cal injury to a bladder which has long suffered pathological insult. This struck me as a bold strategic move in prostatectomy when first he shared his new retropubic operation with the Royal Society of Medicine last November. The intact bladder is ready for action when the artificial drainage is removed. The post-operative colurse is correspondingly easier than that following the transvesical route, but has its complications. The packing of fat in the spaces round the bladder neck is favourable soil for sepsis and 'has for long made the cave of Retzius a place of evil repute. Throwing tradition aside, however, Mr. Millin elects to approach the prostate through it. Has the region been maligned? Parietal sepsis has certainly been the rule r,ather than the exception in my 8 cases, though the discharge of pus has been but transient. The resumption of natural micturition following withdrawal of the catheter whether early, fourth day, or as late as the tenth post-operative day has in several proved a time of distress and anxiety. The patient appears liable to spasm like a veritable vesical crisis which in 1 case needed suprapubic puncture for its relief. Considerable negotiation may be needed to coax the tip of sound or catheter into the bladder.
But the risk of a more subtle form of post-operative obstruction attends this operation and led to the second of the two ifatalities among my series. An elder of 79 years and a chronic bronchitic, died-suddenly of pulmonary embolism when healed and ready for home. In the second fatality, the patient had trouble after removal of the catheter on the eighth post-operative day. The house surgeon reinserted the catheter. It did not function well, there was increasing uremia and urinary output was fitful and finally appeared to cease. Post-mortem revealed a stagnant bladder with about 12 oz. of purulent urine pent up by a pair of apposed vesical "tonsils" overlying the outlet of the bladder and consisting of adenomatous prostatic remains! These fatal relics of the prostate were evidently growing semi-detached from the main subvesical mass and it was easy for such to escape the sweep of the enucleating finger. The moral is to palpate the lining of the prostatic cavity for buried nodules and pass the finger round inside the bladder neck in doubtful cases.
One of the advantages of {such total enucleative operations as Mr. Millin's over the resectopic or punch method of prostatectomy lies in the completeness of removal and consequent good hope of cure in cases of "enclosed" cancer unsuspected before or during operation.
Mr. R. Ogier Ward stressed the fact that the operation should not be described as an easy one. Once the surgeon was committed to it he must continue and complete it. It was not possible to stop and be content with bladder drainage.
Mr. E. W. Riches: A discussion of the results of the new operation would be premature at this stage. There are two sound principles involved in its performance, a direct approach to the site of disease, and enucleation of the prostate from below starting at the lower borders of the lateral lobes. This latter principle has also been stressed by Harris and prevents the removal of a tube of urethral mucous membrane below the verumontanum which is one of the causes of post-operative stricture. Regarding details it is unfortunate that a very vascular area has to be traversed; if the incision in the false capsule is made vertical fewer vessels are divided, but even so it is a bloody operation, although there is little bleeding from within the prostatic cavity. I do not like the preputial stitch and prefer to anchor the catheter by a sling stitch passied through the fundus of the bladder to a button on the abdominal wall. The catheter is the weak point of the operation as it is in the original Harris procedure, the danger being urethritis. In eight cases there has been one of cedema of the penis and urethritis, and this patient had a secondary haemorrhage with clot retention on the ninth day; it was relieved .by catheterization and glycerin of pepsin.
Cysto-urethroscopy has been done in all my-ases between the ninth and the nineteenth ,ost-operative day, and it invariably showed some sloughs in the prostatic urethra or at the bladder neck. I do not think therefore that patients should be discharged in a fortnight, I prefer to keep them in for three weeks.
A urethral catheter for preliminary drainage carries the same danger, but suprapubic catheterization makes a two-stage operation quite possible if the catheter is placed high, and four of my cases have been so treated. I prefer a transverse skin incision.
As compared with the Harris operation the approach is more difficult but the reconstruction easier. There appears to,be little difference in the final results but the immediate convalescence is smoother after the retropubic operation owing to the absence of bladder spasms. The future development of the operation lies in the possibility of reducing the period of urethral catheter drainage.
Mr. H. K. Vernon: I have performed the operation on 13 cases, so far without mishap.
From this limited experience I am as yet unconvinced that it is the operation of choice as ;a second stage procedure. One of my difficulties has been oozing from branches of the dorsal vein of the penis due, no doubt, to faulty placing of the ligature and injury of the veins by the boomerang needle. In the last case I decided to perform the operation without preliminary ligature of the vein, but the bleeding after incising the capsule was more than in the other cases. The operation is completed more quickly if the bleeding from the plexus is largely ignored until after the prostate is enuclestepr Haemorrhage is then easily controlled.
Mr.'Arthur Jacobs: Since Mr. Millin described his -operation, I have performed retropubic prostatectomy on 19 occasions. I well realize that such a limited series carried out in a period of under two months is of no value as a basis for any statistical study, but it has provided me with sufficient experience of the operation to enable me to say that I believe the claims made for it by Mr. Millin are justified. Occasional difficulties and complications, however, do arise.
My patients represented the usual cross-section of prostatic cases with varying degrees of cardiovascular and renal impairment and 3 were in the age-group 70 to 77. Of the 19 cases, I had 1 death. the circumstances of which I shall describe to you shortly. 16 of the patients had an uneventful recovery. Some urinary leakage occurred in 3 of these, which, however, ceased spontaneously in fourteen, sixteen and twenty-one days respectively. All were up on the fourth or fifth day and with the exception of these 3 cases and not counting, of course, those operated on in recent days and still under my care, were able to go home in twelve to sixteen days. One of the patients had a persistently blood-stained urine throughout the period of post-operative catheter drainage and, on removing the catheter, was unable to void urine. On passing a gum-elastic catheter, a collection of small clots was evacuated by suction-with -a syringe. The catheter was tied in for twenty-four hours and there was no f'urther trouble. That was the only incident of bleeding; it was not serious and was easily dealt with.
The one mortality occurred with my eighth case. The patient was a man of 64, with a retention of ten days' duration, which his doctor had been relieving by catheterization.
There was a history of previous cardiac trouble and an increased cardiac dullness with a rough murmur at the aortic area were present. The haemoglobin was 48% and the R.B.C. just over 3i millions. His blood urea on admission was 110 mg.% and intravenous urography carried out after a few !days' icatheter drainage and forced diuresis showed moderate dilatation in the right pelvis and calices and marked dilatation on the left side. -After eleven days' catheter drainage, by which time his blood ureia had fallen to 56 mg% and his secondary anaemia had improved with coliron and anahaemin, operation was proceeded with and was easily accomplished within thirty-five minutes. On proceeding to place the retention stitch and irrigate the catheter, it was found that the latter was not in the bladder. It had either become displaced or had not been properly inserted and all efforts to replace it failed. I was finally compelled to pass a metal catheter, which was the only type I could guide into the bladder and tied this in. About twenty minutes were occupied with these manceuvres and, by' theend of that time, the patient had become quite markedly shocked. He failed to respond to plasma infusion and other supportive treatment and died seven hours after the operation. I feel that if this trouble with the catheter had not occurred, the patient, though not a good operative risk, would almost certainly have come through successfully.
There were complicating incidents with two other cases. In one, this was again the result of the catheter becoming displaced from the bladder. Profiting -from my previous experience, when I found it could not be immediately replaced, I reopened the abdominal wound and inserted a Malecot tube into the bladder. The tube was delivered through the lower extremity of the incision and the wound resutured. It was interesting to observe that although some 6 oz. of flavine had been instilled through the catheter, none of it had permeated through tl i sutured prostatic capsular layers. On the removal of the suprapubic tube ten days afte: operation, normal voiding was gradually resumed and the patient left hospital on the twenty-eighbth post-operative day. Final closure of the sinus followed' the insertion of a catheter, which was passed into the bladder without difficulty and retained for three days.
In the other case, there were five medium-sized stones in the bladder. It had been my intention to deal with these through a separate incision in the bladder wall. I found, however, that it was easy to feel the stones on passing a finger through the internal meatus and so I extracted them through this route, thereby, I think, unduly stretching the bladder neck. Urinary leakage occurred on the fourth day -and this soon became obviously infected. Twelve days after the operation, an abscess appeared over the gluteal region, which had to be evacuated.
These incidents do not detract from the merits of the operation, but rather serve to emphasize the necessity of adhering to the technique described by Mr. Millin. It is of importance to make certain that the catheter has been properly inserted into the bladder and that it does no-t become displaced whilst completing the operation.
The operation is perhaps technically more difficult than the suprapubic method, but can, nevertheless, be expeditiously accomplished. When the operation is completed, the after-treatment is simple and no specially trained team is required to carry it out.
Mr. Clifford Morson (in absentia, read by Mr. Ainsworth-Davis): There seem now to be almost as many techniques for prostatectomy as there are urologists in this country.
The explanation is simple.
Surgeons are dissat isfied with many of the end-results, and it is not to be wondered at when it is remembered how much damage is done to the urethra by the removal olf the prostate.
Surgery can never be the last word in the treatment of this disease. It is dangerous to dogmatize about the results of a new operation until it has had a fair trial, but I certainly like the simplicity and minimum of damage to surrounding tissues of Mr. Millin's technique. However, I cannot give whole-ihearted support to it until I know what are going to be its remote results, and for this we must wait two years. In a ward of one of my hospitals there lie side by side suprapubic and retropubic cases. The only difference in the post-operative convalescence is the anxiety about the tied-in catheter blocking with a closed bladder. As for length of stay in 'hospital both are healed in about a Lortnight, but he is-a foolish surgeon who hurries his prostate cases out of hospital. I would remind you of the investigations of Semple and myself some years ago which showed that the rate of healing in the prostatic cavity was extremely slow, and many weeks after the abdominal wound had healed there was a raw surface. The extent of that raw area is reduced by a plastic operation such as Wildbolz's or Harris'. Now that is what affects the remote results. The more scar tissue there is uniting bladder mucous membrane to urethral mucots membrane the more urinary dysfunction there will be. Scar tissue contracts slowly so that the dysfunction may not manifest itself for a long time. I think that like the suprapubic operation, the retropubic will give good immediate results. An amazing change has come over the results of suprapubic prostatectomy in the last five years thanks to the complete control of bladder sepsis. Secondary haemorrhage now is very rare.
Electrolytic sodium hypochlorite, the sulpha drugs, urea formic iodide, and now penicillin are all playing their part in reducing complications and the mortality rate. Professor Noordenbos of Amsterdam in a recent speech at the College of Surgeons stated that the introduction of penicillin had caused the greatest revolution in surgery since Lister. There is no reason to-day why any prostatectomy case in private practice should die of a urinary complication. In my last 40 !cases in iprivate practice I have not had a death. For the past 2 years I have had 60 cases at a municipal hospital with 2 deaths. It is notorious that many of these patients are poor surgical risks and yet they survive the operation. Mr. Irwin at St. Paul's is getting similar results.
Mr. Alex. E. Roche: The main advantages of Mr. Millin's operation are not its low mortality or the short period in bed-about two weeks. Similar advantages are claimed for perurethral resection and for Steinach II, which both have this advantage over Millin's operation, of avoiding a suprapubic incision.
Nor is the absence of suprapubic leakage of birine the main advantage of this operation.
That, again, is shared by the perurethral resection and Steinach II, not to mention Harris's prostatectomy with closure.
No, the main advantage, it seems to me, is that, unlike perurethral resection and Steinach II, Millin's operation is radical. The absence of mortality in 20 cases is good, but, of course, we all have runs of 20 or more prostatectomies without mortality. Personally I like to have, and I think I can achieve, a low mortality in my prostate operations-nerhaps 5 to 7%. I do a two-stage Freyer-like prostatectomy an operation which will, I think, last as long as prostatectomies are being performed.
With regard to nomenclature all suprapubic operations are retropubic when the patient is supine, but, whereas ordinary suprapubic prostatectomv is transvesical, Millin's is prevesical, so I prefer the term prevesical prostatectomy to retropubic prostatectomy.
Mr. John Everidge: I think too much has been said about spasms arising as the direct result of incision through the bladder wall. After all we do not see spasms after simple suprapubic drainage nor after partial cystectomy, &c., in either sex. A further factor must be necessary.
Mr. F. E. Feilden: In my view there is no one approach to the pathological prostate; each case must be considered on its own merits, and the appropriate route selected after careful pre-operative investigation. I do not think the post-operative pain referred to by Mr. Millin is associated with either the indwelling catheter or the line of suture, but is due to incomplete haemostasis.
The operation of retropubic prostatectomy is not one which should be done by the occasional prostatectomist. We all know of the appalling results associated with transurethral resection when performed by those not competent to do the operation. The same would occur in the operation of retropubic prostatectomy under similar conditions, and much unjustifiable discredit will be brought upon the operation.
Mr. H. P. Winsbury-White: I congratulate Mr. Millin upon his success with a new operation, especially in relation to heemostasis, which is always a chief concern of every prostatectomist.
I was glad Mr. Millin had mentioned that, following the cystoscopic examination, he was prepared to proceed at once to either transurethral resection or prostatectomy, according to what he found. I, too, feel that this is a wise way to proceed, because there are certain cases in which the decision can only be arrived at by cystoscopy.
I cannot agree that it is not necessary to remove vesical diverticula. If these are left behind then infection of the bladder will remain. wher-eas one can look forward to a crystal-clear urine in due c6urse for the majority of cases.
The question of post-operative obstruction is a real one with all types of prostatectomy, and I would like to know from Mr. Millin whether it is possible to-f,sAio'e the posterior margin of the prostatic bed by the retropubic route. I, personally, remove this shelf with the idiathermy knife and feel that this iprocedure is an important safeguard.
Mr. Edgar Freshman asked whether Mr. Millin had found it helpful to use a special posterior blade with one of the standard automatic bladder retractors.
Mr. Millin (in reply): I take this opportunity of expressing my gratification at the reception accorded by so many urologists, not only here to-night but in correspondence from many parts of the world, to my retropubic operation. I had been prepared for more opposition. To the President I would say that the "subtle" form of post-operative obstruction he has met with so disastrously indicates no inherent fault o,f the operation but rather faulty technique-obviously icareful inspection and palpation of the prostatic bed had not been carried out.
I do not agree with Mr. Riches that the vertical incision through the capsules is preferable in the case of the grosser enlargements; it may lead to an upward or downward splitting, so jeopardizing either internal or external sphincter. I still prefer the simple preputial stitch for catheter fixation to one traversing the bladder. Unless extensive diathermic coagulation has 'been employed, cysto-urethroscopy on the eleventh post-operative day shows few if any sloughs, and discharge from hospital on the fourteenth day is safe. I agree with him on the desiraibility of minimizing the period of indwelling catheter and now aim to remove the tube on the third or fourth post-operative day.
On the question of post-operative spasms, I agree with those who believe that these are primarily due to clots in the ibladder and I attribute the freedom from this complication in the opera,tion to the absence of this factor. To Mr. Winsbury-White I would say that it is simple and frequently desirable to resect a wedge from the posterior lip of the bladder neck in the retropubic aipproach. Special instruments are not an essential, but a movable upper blade to the selfretaining retractor is a help.
